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Purpose: The aim of this study was to construct and test a structural equation modeling on life-world
integration in people with severe burns.
Methods: A survey design was used. Data were collected in 2008 from 376 people who had experienced
severe burns using questionnaires. The data were analyzed using structural equation modeling.
Results: The ﬁtness parameters of the modiﬁed model (c2/df ¼ 3.15, goodness of ﬁt: .91, normal ﬁt index:
.93, Tucker Lewis Index: .93, root mean square error of approximation: .07, root mean square residual:
.04, and comparative ﬁt index: .95) indicated its suitability as the research model. Physical function
directly inﬂuenced burn factor, and family support indirectly inﬂuenced life-world integration.
Conclusion: Physical function should be directly improved to adjust to life-world integration. A
comprehensive integration approach is also necessary to help people with severe burns successfully
return to society.
Copyright  2013, Korean Society of Nursing Science. Published by Elsevier. All rights reserved.Introduction
Globally, millions of people suffer from burn-related disabilities
and more than 300,000 people die from ﬁre-related burn injuries
each year (Peck, Molnar, & Swart, 2009). In Korea, approximately
43,875 ﬁre accidents occurred in 2011, compared to 41,863 in 2010,
representing an annual increase of 4.8%. The estimated ﬁnancial
losses reached 256.5 million dollars during this period of time. The
2011 accidents killed and injured an estimated 1,862 people
(National Emergency Management Agency, 2011).
Many researchers have identiﬁed physical and psychological
problems after burns. Common physical problems related to burn
injuries include visible scars, contractures and functional limitation
(Fratianne & Brandt, 1994). These physical problems can prelude
the developments of psychological problems, such as post-
traumatic stress disorder, lowered self-esteem and social isolation
(Cromes & Helm, 1999; Ehde, Patterson, Wiechman, & Wilson,
2000; Falvo, 1999). Browne et al. (1985) reported that lowered
self-esteem in burn injured individuals is related to an altered body
image, especially when visible areas such as the face and hands are
affected. Pallua, Kunsebeck, and Noah (2003) reported that theed Cross College of Nursing,
, Seoul 156-756, South Korea.
rean Society of Nursing Science. Pmore severe the physical impairment, the greater the decrease in
the number of friends and the greater the social withdrawal. Family
and friendsmay feel uncomfortable because of the disﬁgurement of
a burned individual to the point of avoiding social interaction
(Bernstein, Breslau, & Graham, 1988). It is psychologically difﬁcult
to adjust to the reactions of others among people with visible scars
and disﬁgurement (Falvo). In particular, the social integration of
people with burn-related physical problems can be difﬁcult, lead-
ing to feelings of social stigma (Pallua et al., 2003). However, several
studies have reported that social support is important in helping
social adjustment or integration in the life-world (Browne et al.;
Holaday & McPhearson, 1997). In particular, family members play a
signiﬁcant part in providing emotional support (Browne et al.).
The concept of the life-world originated from Husserl (1962)
and has been deﬁned as “the world as experienced by a living
subject in his particular perspective” (Spiegelberg, 1994) and
means a person’s experience of the world as shaped by their
personal concerns and relationships. Relations of time and space
are social relations that structure the life-world (Schutz &
Luckmann, 1973). According to Norcau and Shephard (1995) and
Viitanen, Fugl-Meyer, Bernspang, and Fugl-Meyer (1988), social
integration involves partaking in and continuing customary social
relationships. Therefore, life-world integration means that human
experience in every-day-life is an essential element for experi-
encing the social relations of the space and time of life, includingublished by Elsevier. All rights reserved.
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mental and social difﬁculties in their every-day life. Based on
Husserl’s philosophy, it is possible that the disﬁgurement from
burn-related scars and social support will inﬂuence the way the
affected person perceives themselves, behaves and copes with
integration into everyday life.
In summary, burn injuries inﬂict temporal negative conse-
quences that can persist for a lifetime. To date, the published
literature about life-world integration of people with burns is scant.
Only one study (Moi, Vindenes, & Gjengedal, 2008) has described
the experience of life after burn injury using a phenomenological
approach. Furthermore, no study has explored the life-world inte-
gration in people with severe burns, although the importance of
such research has been acknowledged. Therefore, the purposes of
this study were to identify the factors that inﬂuence the life-world
integration, examine their relationships, and test a structural
equationmodeling on life-world integration in patients with severe
burn.
Theoretical framework
The present study developed a theoretical framework of life-
world integration for people with severe burns that was based on
previous studies (see Figure 1). In this framework, burn factor,
family support and social support affect life-world integration
through physical function, disability acceptance, body image and
self-esteem.
The ﬁndings of previous studies support the importance of the
location and extent of the body surface area that are affected in the
severity of the burn to post-injury physical and psychological
trauma (Kline, 1998; McNulty 2002). Severely burned individuals
experience physical problems, lowered self-esteem and diminished
body image (Cromes & Helm 1999; Ehde et al., 2000; Falvo, 1999;
Kline, 1998; McNulty; Pallua et al., 2003). In particular, psycholog-
ical damage caused by physical changes affects self-esteem (Gilboa,
2001; Yang, 1997). In addition, social integration of people with
burn-related physical problems can fail, producing feelings of social
stigma (Pallua et al.). Based on a phenomenological perspective, aFigure 1. Theoretical framework of life-worldchanged body affects a person’s life-world (Husserl, 1962;Moi et al.,
2008). Family support, however, has the ability to bolster and
protect family members, and is an important social support system
for adaptation to the life-crisis (Kim, 2006). Further social support
promotes adaptability through the interaction with others and
helps ease the affected individual’s mental difﬁculties, which can
facilitate successful rehabilitation (Browne et al., 1985; Choi, 2003).
Failure of a burn-disabled person to accept their disability and
continued depression can hinder social adaptation (Choi, 2003).
Because life-world integration represents an adaptation process to
a variety of extraneous everyday experiences and the re-
establishment of harmonious relationships, these variables can
affect life-world integration of burn patients directly or indirectly
(Fauerbach et al., 2000). Overall, the available research has
consistently shown that, after being severely burned, people can
experience a wide range of physical and functional difﬁculties,
psychological problems and poor societal integration. The forego-
ing theoretical framework was central to the construction of the
hypothetical model on which the study was based.Methods
Study design
This study used a cross-sectional design and structural equation
modeling to analyze the relationships among variables related to
life-world integration in people with severe burns.Setting and samples
A convenience sample of two hospitals in Seoul, Korea was
selected. The hospitals are the ﬁrst and second biggest burn hos-
pitals in Korea, and are major teaching hospitals. A convenience
sample of 376 patients with severe burns was recruited. All patients
were undergoing rehabilitation programs, were regular out-
patients, and had been rehospitalized for surgery for a functional
disability and burn-related plastic surgery. Those who met theintegration in people with severe burns.
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(a) at least 18 years of age; (b) burn injury affectedmore than 25% of
the total body surface area; (c) 10% of burn injury being third de-
gree as judged by the depth of the affected skin, or third degree
burn of the face, hands and major joints; and (d) regular outpatient
undergoing rehabilitation programs, or rehospitalized for surgery
due to functional disabilities or burn-related aesthetic reasons.
Informed voluntary consent was provided by all participants. There
is no exact rule for the number of sample needed, but 10 per esti-
mated parameters appear to be the general consensus (Schreiber
et al., 2006). In our hypothetical model, we specify 18 path co-
efﬁcients, 18 variances and 3 covariances, totaling 39 parameters
that need to be estimated. In estimating sample size for structural
equation modeling, Kim (2001) suggested that a sample size be-
tween 200 and 400 is adequate. Therefore, an initial sample size of
521 and the ﬁnal sample size of 376 were appropriate.
Ethical considerations
The study was approved by the institutional review board at the
Hallym University Hangang Sacred Heart Hospital and written
informed consent was obtained from each participant. A letter
providing information about the study and the rights of partici-
pants was distributed to the participants. Participants were told
that they were free to accept or reject to participation in the
research.
Measurements
Exploratory and conﬁrmatory factor analyses of the all in-
struments except burn factor were tested on their validity. A
principal-components factor analysis with the Varimax method
was used to evaluate the latent dimensionality of the instrument.
Items that showed aminimum factor loading of 0.4 and factors with
an eigenvalue of 1 were retained for exploratory factor analysis
(EFA). The assumption regarding factor analysis was tested by
assessing Kaiser-Meyer-Olkin measure of sampling adequacy
(KMO) and Bartlett’s test of sphericity. Factor analysis is considered
appropriate if the value of KMO is larger than .8 and the Bartlett’s p
is signiﬁcant (Kim, 2001). The values of KMO of all variables were
larger than .8 and the Bartlett’s p were all signiﬁcant (p < .001).
Conﬁrmatory factor analysis (CFA) of the instruments was made
and factors identiﬁed by each instrument were used to test a hy-
pothetical model (see Table 2). CFA allows for assessing both the
convergent and discriminatory validity of the instrument (Kim).
Cronbach’s alpha for internal consistency was employed to assess
the reliability.
Life-world integration means that human experience in every-
day-life is an essential element for experiencing the social re-
lations of the space and time of life, including people. A previously
translated and validated version of the Social Integration Ques-
tionnaire (Paik, 2003) was used with some modiﬁcations to mea-
sure life-world integration. The original Social Integration
Questionnaire developed by Segal and Aviram (1978) includes 19
items, 5 factors with a 5-point rating scale ranging from 1 (strongly
disagree) to 5 (strongly agree). Higher scores denote higher levels of
social integration. Two items reﬂective of Korean culture were
added to the original questionnaire on the basis of a recommen-
dation of a sociologist, who was an expert in measurement tools.
The questionnaire with 21 items and 5 factors was tested in the
present data set by using both EFA and CFA. Four items were
deleted due to low factor loadings; thus, three factors were derived
by EFA and conﬁrmed by CFA. In the study reported here, the
Cronbach’s alphas were .84 for consumption, .93 for accessibility
and .87 for participation.Burn factor was measured by both the extent of the total body
surface area and the location of the burn injury. A total body surface
area value of 25% was scored as 1, while a value <25% was scored
as 2. On the other hand, exposure sites, such as face or hand scored
1, while nonexposure sites scored 2. Higher scores denote more
minor levels of burn.
Family support was measured by the translated and validated
version (Han, 1992) of the Family Adaptability and Cohesion Eval-
uation Scale IIIs developed by Olson, Portnet and Lavee (1985). The
original scale consists of both family adaptability (6 items) and
family cohesion (8 items) and has a 5-point rating scale ranging
from 1 (strongly disagree) to 5 (strongly agree). Higher scores denote
higher levels of family support. The two-dimensional factorial
structure of the family support with 14 items was retained and
conﬁrmed. Cronbach’s alphas of the family adaptability and the
family cohesion scales were .80 and .82 respectively, in the study
reported here.
Social support was measured by the Social Support Scale (Park,
1985). The scale consists of four subcategories (emotional support,
informational support, material support and evaluative support).
The 25 items have a 5-point rating scale ranging from 1 (strongly
disagree) to 5 (strongly agree). Higher scores denote higher levels of
social support. The four dimensional factorial structure with 25
items was retained and conﬁrmed. Cronbach’s alpha of each sub-
category was .91 for emotional support, .89 for informational
support, .85 for material support and .89 for evaluative support.
Physical function was measured by both Activity of Daily Living
and Instrumental Activity of Daily Living scales developed and
validated by Song (1991). The scales consist of 11 items and have a
5-point rating ranging from 1 (strongly disagree) to 5 (strongly
agree). Higher scores denote lower level of physical functions. The
one factor structure was yielded and conﬁrmed. Cronbach’s alpha
was .95.
Disability acceptance was measured by the Disability Accep-
tance Scale (Linkowski, 1971) translated and validated by Jo (1997).
The original scale consists of 13 items and has a 5-point rating scale
ranging from 1 (strongly disagree) to 5 (strongly agree). Higher
scores denote higher level of negative feelings of disability. Three
factorial structure of the scale was yielded and conﬁrmed. In the
study reported here, the Cronbach’s alphas were .76 for Factor 1, .68
for Factor 2 and .85 for Factor 3.
Body image was measured by Body Image in the Burn Speciﬁc
Health Scale (Kildal, Andersson, Fugl-Meyer, Lannerstam, & Gerdin,
2001) of the North Carolina Injury Prevention Research Center. The
5-item scale was translated and validated by both a physician and
two advanced-level burn specialist nurse in Hallym Burn Center,
2002, Korea. The 5-point rating ranges from 1 (strongly disagree) to
5 (strongly agree). Higher scores denote higher level of psycholog-
ical anxiety about changing body image due to burn injury. The one
factor structure was derived and conﬁrmed. Cronbach’s alphas in
the study reported here was .88.
Self-esteem was measured using the Self-Esteem Scale
(Rosenberg,1965) translated andmodiﬁed by Park (1997). The scale
consists of 7 items and has a 5-point rating scale ranging from 1
(strongly disagree) to 5 (strongly agree). Higher scores denote a
higher level of self-esteem. A two factor structure was derived and
conﬁrmed. In the study reported here, the Cronbach’s alphas were
.79 for Factor 1 and .83 for Factor 2.
Data collection
Data were collected using a structured self-completion ques-
tionnaire between January 1 and August 15, 2008. Questionnaires
were distributed and collected directly by one of the researchers
and two research assistants. Two research assistants were trained
Table 1 General Characteristics of Study Sample (N ¼ 376)
Characteristics Category n (%) M  SD
Gender Male 250 (66.5)
Female 126 (33.5)
Current marital
status
Married 202 (53.7)
Unmarried 151 (40.2)
Other
(divorced, separated, etc.)
23 (6.1)
Age (yr) 36.69  11.44
Educational level High school graduate 247 (65.7)
College graduated 129 (34.3)
Monthly income
(US$)
<2,000 164 (43.6)
2,000 212 (56.4)
Occupational
before burn
Own business 78 (20.7)
Work in production facility 132 (35.1)
Profession/ofﬁce workers 60 (16.0)
Student 50 (13.3)
Unemployed/agriculture 56 (14.9)
Occupation
after burn
Own business 43 (11.4)
Work in production facility 70 (18.6)
Profession/ofﬁce workers 43 (11.4)
Student 46 (12.2)
Unemployed/agriculture 174 (46.3)
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available to assist when the participants required additional help.
Outpatients each received the questionnaire at the time of check-in
to the clinic and were asked to return the completed form before
leaving, whereas inpatients were administered the questionnaires
and returned them the day before discharge. A total of 521 ques-
tionnaires were distributed; 406 completed questionnaires were
returned (77.9%), of which 376 copies were suitable for analysis and
30 were unusable due to incompleteness.
Although almost all the measures employed in this study have
extensively been used in other studies in Korea, it was necessary to
assess the questionnaire. A pretest was conducted on a nonrandom
sample of 20 patients with severe burns. Based on the pretest re-
sults, slight revisions were made to clarify the meanings of
ambiguous questions.
Data analysis
SPSS version 18.0 (SPSS Inc., Chicago, IL, USA) and AMOS 18.0
graphical interface (SPSS Inc.) were used for data analyses.
Descriptive statistics were used to analyze the demographic char-
acteristics and study variables. The assumption regarding
normality of the distribution of multivariate data was tested by
assessing skewness and kurtosis coefﬁcients. Although there is no
single statistic that captures all the aspects of multivariate
normality, Mardia’s (1995) statistic for multivariate normality is
widely used. A normalized multivariate kurtosis value not much
larger than 3 or 4 is regarded as satisfactory (Park & Schutz, 2005).
In addition to Mardia’s measure of multivariate kurtosis, we
considered it satisfactory if the absolute value of skewness of all
variables was less than 3 and the absolute value of the kurtosis was
less than 10 (Kline, 2010).
Structural equation modeling techniques with maximum like-
lihood estimation were used to examine the hypothetical and
modiﬁed models. In particular, bootstrapping procedure was
applied to estimate the signiﬁcances of direct, indirect and total
effects. To evaluate model ﬁt, several indices were used: the chi-
square to degrees of freedom ratio (c2/df), goodness of ﬁt index
(GFI; Jöreskog & Sörborm,1989), comparative ﬁt index (CFI; Bentler,
1983), normal ﬁt index (NFI; Bentler & Bonett, 1980), Tucker Lewis
Index (TLI; Tucker & Lewis, 1973) and root mean square error of
approximation (RMSEA; Browne & Cudeck, 1993). It is difﬁcult todesignate a speciﬁc cutoff value for each ﬁt index, because it does
not work equally well with various conditions (Hu & Bentler, 1999).
It is considered to be a good model ﬁt if the values of ﬁt indices for
the GFI, CFI, NFI and TLI are >.90 and if the value for RMSEA is <.05
(Browne & Cudek). According to the value for RMSEA<.06 indicates
a good ﬁt and .06e.08 indicates a reasonable ﬁt (Hu & Bentler;
Steiger, 1989). The chi-square to degrees of freedom ratio is sug-
gested to test model ﬁt because the chi-square statistic is sensitive
to sample size (Jöreskog & Sörborm). If the value for the chi-square
to degrees of freedom ratio is <2, this indicates an excellent ﬁt;
between 3 and 5 indicates an okay ﬁt (Jöreskog & Sörborm). Lastly,
the standardized weights of the modiﬁed model were used to
examine the relative importance of variables in the model.
Results
General characteristics of study sample
Of the 376 participants, 66.5% were male and 53.7% were
currently married. The mean age was 36.69 years (SD ¼ 11.44).
About 65.7% were high school graduates or under, and 43.6% had an
average monthly income under US$2,000 (2 million Won). About
35.1% of the participants were employed at production facilities
before their burn accidents, while 18.6% were employed at pro-
duction facilities after their burn accidents. About 14.9% and 46.3%
of the participants were unemployed or worked in the resource
sector (i.e., agriculture, ﬁshing) before and after the burn accidents,
respectively (Table 1).
Descriptive statistics, multivariate normality and CFA
Table 2 shows the results of descriptive statistics, multivariate
normality and CFA.When reviewing themultivariate normality, the
distribution of the variables was not signiﬁcantly far from the
normality, as the absolute values of kurtosis of all variables were
not much larger than 3 or 4 (Mardia, 1995) and the absolute values
of skewness were less than 3 (Kline, 2010).
Test of the hypothetical model
Table 3 presents the test of the hypothetical and modiﬁed
models. The test of the hypothetical model resulted in the following
statistical values: c2/df ¼ 3.67, GFI ¼ .87, CFI ¼ .93, NFI ¼ .91,
TLI ¼ .91, RMSEA ¼ .08 and RMSR ¼ .05.
The ﬁve paths were statistically signiﬁcant in the hypothesized
structural model. The paths from burn factor to physical function,
disability acceptance and self-esteem, and the paths from family
support to disability acceptance and self-esteem. Additionally,
there were no signiﬁcant paths to body image or life-world inte-
gration from any constructs. The results were indicative of the need
for some modiﬁcations, even though the hypothesized model
demonstrated a moderately good ﬁt. Based on overall model ﬁt and
theoretical background, the paths from model were modiﬁed. The
latent variable, body image in the hypothetical model, was elimi-
nated in the modiﬁed model because it had showed a low critical t
value as well as no signiﬁcant paths in the hypothetical model.
Therefore, paths from burn factor, family support, social support
and disability acceptance to body image and paths from body image
to life-world integration were eliminated in the modiﬁed model.
Test of the modiﬁed model
The test of the modiﬁed model resulted in the following sta-
tistical values: c2/df ¼ 3.15, GFI ¼ .91, CFI ¼ .95, NFI ¼ .93, TLI ¼ .93,
RMSEA ¼ .07, and RMSR ¼ .04 (see Table 3). Overall, the ﬁt indices
Table 2 Results of Descriptive Statistics, Multivariate Normality and Conﬁrmatory Factor Analysis (N ¼ 376)
Variable M  SD Skewness Kurtosis Standardized
path coefﬁcient
SE CR p SMC
Self-esteem
Factor 1 3.78  0.83 0.52 0.01 .76 .05 8.49 .011 .58
Factor 2 3.59  0.99 0.31 0.71 .68 .41
Disability
Factor 1 2.16  0.84 0.73 0.71 .77 .60
Factor 2 2.43  0.79 0.42 0.28 .72 .11 8.17 .005 .52
Factor 3 2.80  1.13 0.14 0.96 .53 .12 7.80 .005 .28
Body image 1.58  0.90 0.39 0.77
Family support
Cohesiveness 3.74  0.61 0.36 0.50 .94 .88
Adaptation 3.81  0.61 0.37 0.23 .93 .03 12.7 .006 .87
Social support
Emotional 3.33  0.66 0.77 1.95 .97 .93
Informational 3.66  0.66 0.82 2.41 .92 .03 37.1 .003 .85
Material 3.66  0.66 0.78 1.93 .94 .02 40.3 .003 .88
Evaluative 3.74  0.61 0.76 1.92 .93 .02 38.6 .003 .86
Physical function 1.58  0.90 1.88 3.14
Life-world integration
Consumption 3.18  0.02 0.02 0.47 .84 .71
Accessibility 3.31  0.04 0.02 1.01 .87 .06 18.3 .001 .76
Participation 2.76  0.90 0.30 0.11 .81 .05 17.4 .002 .65
Note. SE ¼ standard error; CR ¼ critical ratio; SMC ¼ squared multiple correlation.
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was more parsimonious than the hypothetical model. Figure 2
shows the modiﬁed model of life-world integration in patients
with severe burn. Six paths were directly signiﬁcant: paths from
burn factor, family support and disability acceptance to self-esteem,
path from burn factor to physical function, and the paths from
physical function to disability acceptance and life-world
integration.
Table 4 summarizes the data for the standardized direct, indirect
and total effects for each construct. Six direct, four indirect and ten
total effects were signiﬁcant. Six direct effects were the afore-
mentioned six signiﬁcant paths. Four indirect effects were burn
factor to life-world integration, family support to self-esteem and
life-world integration and lastly physical function to self-esteem.
The family support to self-esteem had direct, indirect and total
effects.Discussion
Presently, about 16% of the participants lost their jobs in pro-
duction facilities and 31% were unemployed after burn injuries.
These facts indicate the difﬁculty in returning to pre-burn state of
work. Further, the mean age was 36.7 years. In Korea, the 30s and
40s are the most active and productive work years in life. This
ﬁndingwas consistent with the notion of Richmond, Kauder, Hinkle
and Shults (2003) that trauma often affects people at the peak of
their work years.
While some related factors of life-world integration were
identiﬁed, three predictors (burn factor, family support and phys-
ical function) directly and indirectly inﬂuenced the life-world
integration in the present model. Overall, this model of life-worldTable 3 Fit Indices for Hypothetical and Modiﬁed Models (N ¼ 376)
Model c2/df GFI CFI NFI TLI RMSEA RMSR
Hypothetical 3.67 .87 .93 .91 .91 .08 .05
Modiﬁed 3.15 .91 .95 .93 .93 .07 .04
Note. df ¼ degrees of freedom; GFI ¼ goodness of ﬁt index; CFI ¼ comparative ﬁt
index; NFI¼ normal ﬁt index; TLI¼ Tucker Lewis index; RMSEA¼ root mean square
error of approximation; RMSR ¼ root mean square residual.integration showed a good ﬁt, allowing it to be suitable for the
research model. Speciﬁcally, burn factor directly inﬂuenced self-
esteem and indirectly inﬂuenced life-world integration. Previous
studies indicated that burn patients with visibly-affected areas,
such as the face and hands, have lowered self-esteem (Browne
et al., 1985; Falvo, 1999) and are disadvantaged in social in-
tegrations (Pallua et al., 2003). Women experience more psycho-
logical issues, especially lowered self-esteem due to their
disﬁgurement (Smith, Smith, & Rainey, 2006). Despite advanced
medical treatments and aesthetic technology, many burn patients
are left with some degree of disﬁgurement (Reeve, James, &
McNeill, 2009). Niven (1999) reported that approximately two
thirds of communication is nonverbal using facial expressions.
Therefore, facial disﬁgurement following burns may impede verbal
and nonverbal communication. Consequently, social interaction
may be difﬁcult (Sainsbury, 2008). Therefore, burn severity im-
pedes the establishment of social contacts and integration in to
every-day life. According to Sainsbury, more attractive people tend
to do better in relationships, at work and at school. Furthermore,
society values physically attractive people (Cash & Pruzinsky, 1990).
Therefore, nurses who care for severely burned patients with dis-
ﬁgurements should pay careful attention to the psychological needs
of the patients.
Our ﬁnding indicates that patients with poor levels of physical
and functional status experience decreased levels of everyday life
integration. This ﬁnding supports the results of Pallua et al. (2003),
who reported that social reintegration of burn patients with poor
physical function is less successful. According to Bowling (1995)
and Pallua et al., those who had physical impairment are more
likely to experience difﬁculty in fulﬁlling social roles and tasks,
because they tend to feel isolated and avoid social contact. In a
review ofMedline searches from 1966 to 2003 on the consequences
of burns, Van Baar et al. (2006) reported that about 20% of burn
patients exhibit restrictions in ranges ofmotion, 43% have problems
with appearance, and 21%e50% of adult patients have problems
with work. McNulty (2002) found that 50% of all burn patients
become permanently disabled and experience psychological
impairment. Another study reported that the more severe the
physical impairment, the greater the decrease in the number of
friends and in social activities. For example, burn patients
increasingly undertake domestic activities (i.e., watching TV and
Figure 2. Modiﬁed model on life-world integration in people with severe burns. Note. *p < .05. **p < .01.
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travel, attending events; Pallua et al.). Most of all, physical function
should be improved in order to improve and adjust to life-world
integration. Therefore, nurses should encourage patients to
restore their physical function. Furthermore, nurses ought to help
burn patients to realistically accept their physical impairments.
In this study, family support had a direct effect on self-esteem
and an indirect effect on life-world integration, but social support
had no effect on any variable. These results are similar to those of
Landolt, Grubenmann, and Meuli (2002) and McNulty (2002). The
ﬁndings of their studies showed that family support is a signiﬁcant
predictor of a good quality of life in burn patients and plays a sig-
niﬁcant part in providing emotional support to burn patients. Other
research has shown that the perceived level of support from family
is important and holds greater inﬂuence than friends (Browne et al.,
1985; Davidson, Bowden, Tholen, James, & Feller, 1981). However,
this study was not consistent with the ﬁnding that social supportTable 4 Standardized Direct, Indirect and Total Effects of Modiﬁed Model (N ¼ 376)
Exogenous variable Endogenous variable Standardized direct effect
b (p)
Burn factor Physical function .48 (.003)
Family support .11 (.227)
Social support .36 (.368)
Burn factor Disability acceptance .12 (.347)
Family support .23 (.469)
Social support .07 (.633)
Physical function .65 (.004)
Burn factor Self-esteem .18 (.025)
Family support .21 (.004)
Social support .03 (.713)
Physical function
Disability acceptance .79 (.013)
Burn factor Life-world integration
Family support
Social support
Physical function .73 (.006)
Disability acceptance .53 (.156)
Self-esteem .67 (.352)
Note. b ¼ standardized regression weight; SMC ¼ squared multiple correlations.buffers against the potentially life-threatening situations by giving
a reassuring sense of back-up (Cohen & Wills, 1985). The possible
reason for this dichotomy is that Korea emphasizes family values
that lead to family devotionwhen themembers of family are sick or
in a threatening condition. In this cultural context, burn patients
who have a strong family support have high self-esteem and can
eventually become well-adjusted in everyday life. Another reason
may be that, presently, social support mainly consists of support
provided by heath care professionals and provision of information,
materials, emotional support and practical support. Therefore,
health care professional support did not meet the needs of burn
patients. The research ﬁndings of Furness (2005) and Reeve et al.
(2009) were similar to ours. According to Furness, facial surgery
patients experience a deﬁcit in health care professional support,
especially informational, practical and emotional support. Health
care professionals in New Zealand rated their skills for physiolog-
ical care higher than their skills for psychological care (Reeve et al.).Standardized indirect effect Standardized total effect SMC
b (p) b (p)
.48 (.003) .50
.11 (.227)
.36 (.368)
.30 (.006) .18 (.084) .59
.07 (.279) .30 (.005)
.23 (.115) .30 (.128)
.65 (.004)
.15 (.094) .33 (.015) 1.00
.24 (.006) .45 (.001)
.24 (.105) .27 (.165)
.51 (.004) .51 (.004)
.79 (.013)
.47 (.006) .47 (.006) .78
.23 (.016) .23 (.016)
.29 (.236) .29 (.226)
.00 (.864) .73 (.009)
.52 (.228) .01 (.855)
.67 (.352)
G.S. Lee, Y.-H. Yom / Asian Nursing Research 7 (2013) 112e119118These results indicate that strategies must be developed to equip
health care professionals with more conﬁdence in providing psy-
chological care.
Our ﬁndings showed that patients with the poorer physical
function had greater negative feelings of disability, which, in turn,
lead to lower self-esteem. These ﬁndings were consistent with
those of Cromes and Helm (1999), Falvo (1999) and Ehde et al.
(2000) who demonstrated that physical problems are the de-
terminants of negative psychological outcomes, such as lowered
self-esteem and adjustment difﬁculties. Our ﬁndings provide evi-
dence of the importance of effects of physical function to psycho-
logical outcomes. Therefore, it is suggested that burn patients be
treated and cared for concurrently for physical and psychological
difﬁculties.
Limitations related to designwere carefully addressed. Although
the present study used structural equation modeling on life-world
integration in people with severe burns using a cross-sectional
data, the cross-sectional design does not give the researcher the
ability to determine directional causality (Cliff, 1983). Future study
with a longitudinal designwould help to understandmore fully the
directional causality. Furthermore, our model does not include pre-
existing impairments and personality type that could inﬂuence the
life-world integration for burn patients. Previous studies indicate
that individuals with pre-existing impairments and/or speciﬁc
personality type experienced greater adjustment difﬁculties
(Gilboa, Bisk, Montag, & Tsur, 1999; Klinge, Chamberlain, Redden, &
King, 2009). This should be included future research.Conclusion
The current study is unique in that it is the ﬁrst to explore the
life-world integration for people with severe burns. Husserl’s phi-
losophy may be useful to understand the life-world integration,
emphasizing human experience in everyday life. The ﬁndings
suggest that physical functioning should be directly improved to
adjust to life-world integration. Our ﬁndings show that patients
with the poorer physical function have greater negative feelings of
disability, which leads to lowered self-esteem. Burn patients should
be treated and cared for concurrently for physical and psychological
trauma. Managerial strategies are needed to develop the integrated
support system including improved welfare and medical care that
will help people with severe burns successfully return to society.Conﬂict of interest
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